ABSTRACT
The basic aim of obstetrics is a healthy baby and a healthy mother. For this goal to be achieved, early signs of fetal distress should be recognised as early as possible. The classical signs of fetal hypoxia are decreased fetal movements, variations in the heart rate patterns, presence of meconium in amniotic fluid, decrease in fetal scalp blood pH, etc. The significance of meconium in amniotic fluid as a sign of fetal distress is controversial. There are various theories ascribing it to different mechanisms. The pathological explanation proposes that foetuses pass meconium in response to fetal hypoxia 1 . In utero passage of meconium represents a normal gastrointestinal maturation, which is under neural control 2 . Meconium passage occurs following relaxation of vagal stimulation 3 . At the other end of the spectrum, meconium passage is a normal physiological event in a term fetus and is not a sign of fetal distress in the absence of fetal heart rate abnormality 4, 5 . Since all foetuses with meconium passage do not have adverse outcome, it is important to distinguish those who need prompt intervention to prevent meconium aspiration syndrome. Methods This prospective observational study had been done for a period of one year from June 2015 to June 2016, in Silchar Medical College and Hospital, a tertiary centre in southern Assam. The study population included all cases of meconium stained liquor during labour that fulfilled inclusion criteria.
The inclusion criteria were in women in labour with -1. Term pregnancy ( > 37 wks of gestation )
2. Cephalic presentation 3. Live singleton normal pregnancy Exclusion criteria were-1. Pregnant women in labour with not knowing last menstrual date 2. Eclampsia 3. Antepartum haemorrhage 4. Intrauterine foetal death 5. Congenital malformation 6. Pre-existing maternal heart and lung disease 7. Intra uterine growth restriction 8. Abnormal presentation A detailed history, general examination and routine blood investigations were done. Mode of delivery in terms of caesarean section, spontaneous vaginal delivery or instrumental delivery was noted. Newborn was followed up till discharge from the hospital. APGAR score, whether the baby needed NICU (Neonatal Intensive Care Unit) admission and other complications were noted. Analysis of the data obtained was done.
Results
Total number of patients with no prior caesarean deliveries or any other compounding factors leading to caesarean section was 1,846. Out of which 240 patients had meconium staining of amniotic fluid. Fetal outcome was measured in terms of morbidity and NICU stay and mortality. Out of 240 newborns, two died in NICU. Hundred three (103) babies were admitted in NICU. Hundred thirty five (135) babies were healthy and were handed over to the mother. Among 240 patients, 122 patients had normal vaginal delivery, 15 patients had instrumental delivery and 103 patients were taken up for emergency lower segment caesarean section (Table 1) . Discussion MSAF (meconium stain amniotic fluid) has been implicated as a factor influencing fetal wellbeing during intrapartum and postpartum periods. Meconium passage prior to birth occurs in up to 20% of term deliveries, meaning that the frequency of MSAF was one for every five deliveries, thereby making it a very common finding. But, in spite of it being so common, it can really disturb an obstetrician, as it is a very frequent cause of poor foetal outcomes and as it increases the number of neonatal intensive care unit admissions. Presence of meconium in cephalic presentations is considered to be an ominous sign. Meconium staining of amniotic fluid calls for a close vigilance and proper monitoring of labour.
Saunders et al. 6 reported that caesarean sections were performed twice as frequently in subjects with meconium stained amniotic fluid. This higher rate may be due to lack of facilities such as, foetal scalp pH monitoring and tracings of foetal electronic monitoring. In accordance with their study results, this study also showed higher caesarean section rates. The current study had a caesarean rate of around 42.9%. Such higher rates partly reflect the abnormal foetal heart rate patterns associated with MSAF and they partly reflect the obstetricians' dilemma in managing such labour, as at this time, they become more concerned about the foetuses and any minute alterations in normal labour patterns end up in caesarean sections. In contrast to this study, Wong SF 7 found that 13.2% of MSAF had undergone caesarean sections as compared to 8.8% cases who had undergone them in clear amniotic fluid. Such lower rates of caesarean section could be due to incorporation of scalp pH sampling in their study, unlike ours. Naveen S et al. 8 also reported a caesarean section rate of 49.1% in MSAF. In this study, 56.2 % infants were asymptomatic at birth, 42.9 % had NICU admission and 0.8 % had death in NICU. Patil et al., 9 reported that 19% babies with MSAF had unsatisfactory Apgar scores. The perinatal outcome was poor with MSAF, as was noted in this study, with NICU admissions of 42.9%. Meconium aspiration was the cause of death in around 2 cases.
Conclusion
Meconium stained amniotic fluid is really worrisome from both, obstetrician's and paediatrician's points of view, as it increases the caesarean rates, causes birth asphyxia, MAS and increases neonatal intensive care unit admissions. Presence of MSAF requires intensive foetal monitoring, so as to decrease perinatal morbidity and mortality.
